Parkinson's disease (PD) is a progressive neurodegenerative condition characterized by four cardinal motor symptoms, including tremor, rigidity, akinesia/bradykinesia, and postural instability (Jankovic, 2008) . Individuals diagnosed with PD may also experience a number of nonmotoric symptoms, including pain, sleeping problems, and cognitive changes (Johnson et al., 2004; Johnson, Pollard, Vernon, Tomes, & Jog, 2005) . It has also been suggested that neuropsychiatric symptoms, including depression, anxiety, apathy, and psychosis, are common in PD, and affect the majority of individuals at some time during the course of their disease (Aarsland, Marsh, & Schrag, 2009 ).
Although the physical decline associated with PD has been found to contribute to decreased quality of life (QOL) (Schrag, Jahanshahi, & Quinn, 2000) , research has identified that it is actually the non-motoric symptoms of PD that have the greatest impact on QOL for people living with this disease (Hammarlund, Hagell, & Nilsson, 2012) . The literature also suggests that neuropsychiatric symptoms can interact with, and exacerbate, both motoric and non-motoric symptoms of PD, thus further impacting an individual's QOL, and his or her ability to engage in meaningful occupations (Giladi & Hausdorff, 2006; Hanna & CroninGolomb, 2012; Lieberman, 2006) . Furthermore, given that PD is a chronic, progressive condition, individuals experience a decrement in both physical and cognitive capacities over time, which can result in functional limitations and, ultimately, lead to a diminished ability to engage in meaningful occupations as the disease progresses (Jankovic & Kapadia, 2001 ). 
Unpredictability
The unpredictable nature of PD symptoms and the medication's side effects is a frequently reported issue within the lived experience literature (Bramley & Eatough, 2005; Haahr, Kirkevold, Hall, & Ostergaard, 2011; Sunvisson & Ekman, 2001 ).
This unpredictability affects an individual's ability to commit to social outings, work responsibilities, and other activities of daily living that support the development and continued enactment of meaningful personal and professional occupation.
As the disease progresses, and its unpredictability escalates, individuals begin to report feelings of being imprisoned within their bodies (Bramley & Eatough, 2005; Haahr et al., 2011; Sunvisson, 2006; Sunvisson & Ekman, 2001) . Individuals with advanced PD report feeling totally at the mercy of their bodies; these individuals note that they are never able to predict how their bodies will act or react to daily life events, thus taking away much of their personal control (Haahr et al., 2011) . For example, Haahr et al. (2011) share the following account of a participant with PD who described the unpredictable on/off fluctuations of the disease as being awkward. "It is awkward…. you cannot plan that in 1 1/2 hour you will be doing this and this, because if the medication doesn't work, whether it is too little or too much, then you are not well.
Everything falls apart" (p. 413).

Preoccupation with Time and Scheduling
Individuals with PD, particularly those in advanced stages of the disease, report a perceived need for rigid scheduling of daily activities. As PD progresses, individuals tend to report an increased level of unpredictability in their symptoms, as well as more severe consequences resulting from not taking medications at their exact scheduled time. In effect, clients report a greater need to abide by a strict schedule when taking their daily medications, and begin to plan occupations according to when they expect that their symptoms will be effectively managed (Benharoch & Wiseman, 2004; Bramley & Eatough, 2005; Haahr et al., 2011) . For example, Haahr et al. (2011) recount the following quote provided by a participant with PD who reveals her reluctance to go shopping at certain times of the day. "When we go shopping downtown, locally… I say to my husband, I don't want to go at noon, because it is medication-time, and it takes some time before it works… I will stand there like a statue unable to move anywhere. People are looking strangely, they really are, and I don't like it. Even if people in town know that I am slow … you really don't feel good… I simply don't want to advertise for the disease" (p. 412).
Fatigue Resulting from Cognitive Demands
Concerns regarding functional capacity are commonly reported in studies that examine the lived experience of individuals with PD (Bramley & Eatough, 2005; Benharoch & Wiseman, 2004; Haahr et al., 2011) . As PD progresses, individuals often develop impairment in their ability to act automatically, exerting high levels of concentration, and using such strategies as "self-talk" in order to conduct basic movements and actions (Farley & Koshland, 2005) . These individuals state that basic functions, such as walking, require purposeful effort (Bramley & Eatough, 2005) . Basic movements must also be divided into smaller parts, and calling the body into action requires significant cognitive effort (Sunvisson & Ekman, 2001 ). Accordingly, both mental and physical fatigue are frequently reported symptoms of the disease, and are important features of the lived experience that may significantly impact one's engagement in meaningful occupation (Benharoch & Wiseman, 2004; Bramley & Eatough, 2005; Haahr et al., 2011; Sunvisson, 2006; Sunvisson & Ekman, 2001 ).
For example, a fatigued individual is less likely to become active or be inclined to pursue hobbies and interests, and more likely to have a greater tendency to become withdrawn.
Fighting to Maintain Independence
Individuals with PD appear to reject help from caregivers, as part of their efforts at maintaining independence and maintaining an acceptable self and social identity (Roland, Jenkins, & Johnson, 2010) . These subtle rejections are often manifested by individuals in their desire to remain engaged in occupations (such as working or driving) for as long as possible after their diagnosis (Benharoch & Wiseman, 2004; Harshaw, 2002) . Individuals in more advanced stages of PD may also reject the use of mobility aids, associating these devices with dependency, disability, and weakness (Haahr et al., 2011; Sunvisson, 2006) . Thus, although the use of a mobility aid is an important marker of neurological progression in PD, often indicating that an individual's balance has been affected, not everyone with PD experiencing balance impairment will be accepting of this technology. Consequently, these individuals may be hesitant to engage in occupations resulting from a heightened fear of falling. 
Social and Interpersonal Consequences
Emotional Concerns
Some commonly reported emotional concerns among individuals with PD include feelings of frustration, anger, and depressed mood.
The source of much of the frustration and anger comes from decreased levels of mobility and a perceived lack of control over functional motor actions (Benharoch & Wiseman, 2004) . In a personal account, Tichler (2010) Haahr et al. (2011) report that individuals with advanced PD often feel as though their bodies are "alien" to them, and note that this negatively affects their self-esteem and perception of personal identity. Harshaw (2002) , in his personal account of living with PD, described himself as being "grotesque" and "freak-like," and said that he assumed that people no longer wished to be around him due to his appearance. Dominant within much of the current literature on the lived experience of PD is the desire of individuals to be able to present themselves as who they "actually are," as opposed to their perception of being seen in a state that has arisen as a result of their disease (Bramley & Eatough, 2005; Haahr et al., 2011; Harshaw, 2002) .
Clinical Implications
This summative, descriptive review of key (Jahanshahi & Marsden, 1998) . Such guidelines are, however, focused on the physical aspects of fatigue, which may not be of the utmost importance or relevance to an individual client.
Relating such suggestions to the literature reviewed in the present paper, occupational therapists may benefit from asking their clients questions that reflect cognitive fatigue, such as whether they need to "self-talk" and, if so, how clients perceive the impact on their cognitive functioning.
A second domain of clinical practice that is facilitated by investigating the lived experience relates to research suggesting that individuals with PD engage in poor help-seeking behaviors (Roland et al., 2010) , meaning that they tend not to ask for assistance when needed. Individuals who refrain from asking for help risk exacerbating their social isolation and potentially reducing their ability to learn of (and implement) better social, cognitive, and motoric strategies (particularly with regards to the use of support services and assistive devices). Improving the help-seeking behaviors of an individual with PD can, however, be particularly challenging when the primary caregiver is a family member or close friend. As previously discussed, Sunvisson and Ekman (2001) The foregoing suggests, therefore, that it is important for clinicians to identify the needs and wishes of both the client and the family caregiver.
It is entirely possible that the client does not want to receive care from the family caregiver, and that the family caregiver would prefer to engage the services of an outside agency. It is also possible that neither will be willing to verbalize his or her preferences.
The occupational therapist must take care to ascertain the true wishes of the client and the caregiver, and work to balance the importance of caregiving needs and family roles. 
